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This visit was for the PSR (Post Survey Revisit) to 

the State Licensure Survey completed on March 

30, 2012.  This visit included the PSR to the 

Investigation of Complaint IN00104848 

completed on March 30, 2012.  

This visit was in conjunction with the PSR to 

Investigation of Complaint IN00110082 completed 

on July 16, 2012.

This visit was in conjunction with the PSR to 

Investigation of Complaint IN00108966 

completed on June 7, 2012.

Complaint IN00104848 - corrected.

Survey Dates:  September 26, 27, 2012

Facility Number:  004903

Provider Number:  004903

AIM Number:  N/A

Survey Team:

Martha Saull, RN, TC

Terri Walters, RN

Carole McDaniel, RN

Dorothy Watts, RN

Census Bed Type:

Residential: 35

Total:  35

Census By Payor Type:

Other:  35

Total:  35

Sample:  11

Bell Oaks Terrace was found to be in compliance 
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with 410 IAC 16.2 in regard to the PSR to the 

State Licensure Survey and the PSR to the 

Investigation of Complaint IN00104848.

Quality review 9/28/12 by Suzanne Williams, RN
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